Estimating equations can be used when measuring the height of elderly persons is not possible. However, such methods are not always applicable; therefore, it is necessary to consider several aspects, such as sex, age, and ethnicity of the studied population to generate these equations. This study aimed to compare and validate methods of estimating the height of the Brazilian elderly nursing home residents. An accuracy study was conducted with 168 elderly persons. A total of 23 equations were quantitatively evaluated by plotting the differences in means, the Student's t-test for paired samples, the coefficient of determination (R 2 ), the root-mean-square error (RMSE), the interclass correlation coefficient (ICC), and by graphic analysis of the residuals. A significance value of p <0.05 was adopted. An equation was considered applicable when it had R 2 >0.7, the lowest RMSE among the equations evaluated, ICC >0.7, and a confidence interval of 95%, with the smallest difference between the upper and lower limits. A greater mean height was noted among younger elderly persons and elderly men compared to up to 80 years and women elderly. Quantitative analysis revealed that equation for Puerto Ricans, using knee height and age, was the most applicable for the overall population (ICC = 0.802). The same equation was applicable for the elderly Brazilian male participants (ICC = 0.838) and for those aged 60-69 years (ICC = 0.895). None of the equations used were applicable for the height estimation of elderly women or individuals aged 70 years or more.
Introduction
The aging process increases physical and functional decline, and when combined with institutionalization, it can compromise autonomy and independence [1] . Nutritional status can be affected by physiological alterations and the diseases associated with aging and result in deficits or excesses in indicators [2] . Therefore, the evaluation of nutritional status plays an important role when monitoring situations of nutritional risk.
Body height is a measure which represents, in addition to genetic factors, socioeconomic, demographic, and health conditions, as well as the conditions of the physical and social a1111111111 a1111111111 a1111111111 a1111111111 a1111111111 environments a person has experienced. In this sense, linear growth is related to environmental development and the health conditions to which the individual is exposed [3] [4] [5] . Height declines, from the age of 40 onwards, by about 1.0-2.5 cm per decade, and this decline becomes more pronounced at advanced ages. These changes are the result of the morphological changes that occur during the aging process, such as the reduction of the plantar arch, the increased curvature of the spine, and the flattening of the intervertebral discs [6, 7] .
The measurement of height is also required to calculate the body mass index (BMI), the most commonly used indicator in the anthropometric assessment of the elderly. Despite the importance of this measure in monitoring nutritional status and management, measurement of height is often impossible for elderly who are bedridden and difficult for elderly patients with restricted mobility. In such cases, height may be estimated based on other measurements of lengths and body segments. The main methods cited in scientific literature are the protocols and equations for the prediction of height developed by Chumlea et al. [8] . These equations were developed for Caucasian American elderly persons, aged 65-90 years and from only one state of the USA. Other equations have been developed by the same group of authors seeking greater representation of the American population, encompassing those of African descent and Mexican origin [9, 10] . Latin American and Brazilian authors have developed equations for the estimate of height of these people [11] [12] [13] [14] [15] [16] [17] [18] The application of these equations must consider the compatibility of the characteristics of the population that gave rise to the equations and which is to be assessed.
The applicability of simplified methods for the early detection of possible changes in anthropometric nutritional status among the elderly nursing home residents is important because this people are often fragile. In addition, prediction equations are necessary for dietary interventions in older age, particularly in those who cannot have their height (as part of BMI measure) directly measured. This study aimed to compare and validate height estimation methods in elderly Brazilian living in nursing homes. It is believed that the study can contribute to the monitoring of anthropometric nutritional status for future nutritional interventions in this population and support recommendations for equations that estimate height.
Materials and methods
A cross-sectional, census-based study of elderly residents of nursing homes in Natal city, in the state of Rio Grande do Norte, a city in northeastern Brazil, was carried out between October 2013 and June 2014. The study population consisted of all elderly nursing home residents in this period. The inclusion criteria were nursing home residents aged over 60 years who were present at the time of data collection. The exclusion criteria were individuals confined to bed, for whom it was impossible to properly measure height or who had a physical disability that prevented the taking of anthropometric measurements, such as patients who underwent orthopedic surgery.
The anthropometric evaluation was performed by two trained anthropometrists. A calibrated equipment was used for evaluation, and the technical error measurement (TEM) was identified between the evaluators. The purpose of interevaluator TEM is to assess the agreement between the evaluators to ensure that, regardless of who is carrying out the measures, the result would be the same. The evaluators were considered qualified to perform the anthropometric measurements, according to the classification of experienced anthropometrists proposed by Pederson and Gore [19] .
The following anthropometric measurements were performed: height and knee height according to Lohman et al. [20] , ulna length and demi-span according MAG [13] , and half arm span according to Kwok and Whitelaw [14] . All the measures were evaluated in duplicate.
Height was measured using a portable stadiometer, with a non-slip base, with a measuring range from 0 to 2200 mm and a 1.0-mm precision. Knee height was taken using an anthropometer, with a measuring range from 0 to 1000 mm and a 1.0-mm precision. Ulna length, half arm span, and demi-span were measured using a segment caliper, with a measuring range from 0 to 2800 mm and a 1.0-mm precision.
Measured height was used as a standard measurement for comparing the height estimation equations. The estimated height was calculated from the anthropometric measurements and age, using the equations shown in Table 1 .
Data were analyzed using the IBM SPSS software version 14.0 for Microsoft Windows. The estimating equations were analyzed by qualitative and quantitative methods. Qualitatively analysis does not require a complex model, since the methods of stature estimation are standardized. Nearly all estimates used knee height or the binomial "knee height + age." A few other measures were used, such as the ulna length, half arm span, and demi-span. Therefore, it was performed from the plausibility and ease of anthropometric measurement that makes up the estimating equation, considering the positioning that the evaluated elderly should be submitted for the correct anthropometric measurement. The entire population was assessed quantitively and stratified by sex (male and female) and age (60-69 years, 70-79 years, and 80 years or over).
For the preparation of the database for the multivariate analysis, an analysis was conducted regarding the missing values and multivariate outliers. In the analysis of missing values, nonrandom errors were verified, and the missing values were obtained by linear interpolation with data stratified by sex. Regarding the multivariate detection of atypical observations, the distance D2 of Mahalanobis was measured and assumed as a multivariate outlier when the D2 value divided by the number of variables analyzed was greater than or equal to 3.0. Thus, six individuals representing multivariate outliers were excluded from the data analysis.
To characterize the study population, the anthropometric measures were evaluated, and Student's t-tests for independent samples tests were performed to compare the average values between the sexes. Analysis of variance was performed to compare the means among the age groups studied. Bonferroni post-hoc was performed. The measured and estimated height were evaluated using descriptive analysis, the Student's t-test for repeated measures, and plotting of the error bars of the mean difference and the corresponding 95% confidence interval (CI). Concordance analysis was performed using the coefficient of determination (R 2 ), the rootmean-square error (RMSE), the intraclass correlation coefficient (ICC), and their corresponding CIs (95%). The assumptions of linear regression analysis were tested by Bland-Altman plot, and the Kolmogorov-Smirnov test was used to check the adhesion of the residuals to the normal distribution curve. A significance level of p<0.05 was adopted for all analyses. A method of estimation was considered applicable for a determined group when the coefficient of determination (R 2 ) was >0.7, which had the lowest RMSE among the methods evaluated, an ICC >0.7, and a CI of <95% with the smallest difference between the upper and lower limits.
The study was approved by the Ethics Research Committee of the Universidade Federal do Rio Grande do Norte (Federal University of Rio Grande do Norte), under approval number 308/2012 (CAAE 0290.0.051.000-11).
Results
Of the total 14 nursing homes in Natal city, 4 refused to participate in the study, of which one was a non-profit organization and the other three were private institutions. Regarding the participants from the nursing homes that participated in the study, nine elderly people refused to participate, and eight were excluded because they did not meet the eligibility criteria; consequently, 168 elderly subjects living in 10 nursing homes participated in the study. The proportion of potencial lost participants was 35.9% of the total number of individuals eligible to participate in the study.
Most of those evaluated were women (76.8%). The average heights in female and male groups were 147.6 cm (7.0 cm) and 159.4 cm (9.0 cm), respectively. This difference (11.8 cm; p < 0,05) was statistically significant. A difference in the height measured was observed between the elderly people with respect to the age group; the 60-69 years group presented a mean height of 1.2 cm more than the 70-79 years group. Moreover, participants in this group were, on an average, 3.9 cm taller than the elderly participants aged up to 80 years. No significant differences were observed in other parameters with respect to age ( Table 2 ). Qualitative analysis indicated that half-arm span and demi-span were difficult to measure due to the joint stiffness when the elderly were forced to maintain their arm in the correct position for the measurement. The ulna length and knee height measurements were more easily recorded, regardless of the physical condition of the elderly person.
Analysis of the difference between the means of the estimation equations for the entire population studied revealed that only equations 8 and 10 by Bermúdez and Tucker and equation 18 by Lera et al. did not exhibit a statistically significant difference with measured height (Fig  1) . In the analysis for male sex, only equations 7, 8, 9, and 10 by Bermúdez and Tucker, equation 15 (Fig 2) . In the analysis by age range, it was found that in the group of elderly persons aged 60-69 years, equations 3, 7-10, 11, 15, 18, 20, and 23 reported a difference of up to 3 cm and did not present a statistically significant difference with respect to mean height (Table 3 ). In the 70-79 years age group, no statistically significant difference was observed between the observed and estimated height for (Table 3 ).
Concordance analysis found that equation 10 by Bermúdez and Tucker could be applied for the entire study population, elderly men, and those aged between 60 and 69 years (Tables 4  and 5 ). None of the equations were applicable for elderly women or individuals >70 years. Residual normality was observed for all the equations analyzed. In the Bland-Altman plots, it was observed that in all the graphs, the points displayed random dispersion around the zero line, resulting in a uniform cloud. The residuals are, therefore, independent, with a zero mean and uniform variance, satisfying the assumptions of linear regression analysis (Fig 3) .
Discussion
The present census-type study employed a rigorous methodology for the comparison and validation of height estimating equations among elderly persons living in nursing homes. Among the studies that aim to evaluate methods for estimating the height in the elderly, this study was different since several statistical tests and their indices, such as the ICC and the corresponding 95% CI, were used. Meanwhile, most of the studies are restricted to using the Pearson correlations, Student's t-test for paired samples, or Bland-Altman plot [21] [22] [23] [24] [25] [26] [27] [28] [29] . This pioneering concept, however, has led to difficulties in finding studies with a similar objective and methodology to compare the results and discuss them.
From the results observed, it was found that equation 10 by Bermudéz and Tucker was the most applicable for elderly men and individuals aged between 60 and 69 years. In the other groups (elderly and those aged 70 years or older), none of the methods were applicable for estimating height. The estimation of height is therefore not recommended for these groups. The proper assessment of height is essential, as it is the basic measurement for precise indicators of nutritional status assessment, such as BMI. The use of a non-applicable estimation equation can lead to errors in nutritional status indicators. Stature combined with weight can be used to calculate creatinine height index, basal energy expenditure, basal metabolic rate, vital capacity, estimation of nutrient requirements, and calculation of body composition [22] .
In clinical practice, such errors can result in inadequate dietetic and/or drug interventions. In turn, these inadequacies can increase nutritional risk and morbidity and mortality. In public health practice or in epidemiological studies, estimates from equations that are not validated for the studied population can lead to inadequate assessments of the population profile in question and misleading results [21, 30] .
To minimize these errors, an applicable estimation method should be chosen. When no validated equation for the population concerned is available, it is preferable not to estimate height by questionable methods. Thus, the use of other indicators such as perimeter and/or skinfold measurements provides more reliable information about nutritional status.
While equation 10 by Bermúdez and Tucker was the most applicable for elderly men, none of the equations met the applicability requirements for elderly women. In terms of age group, it was noted that equation 10 by Bermúdez and Tucker was the most applicable for elderly persons aged 60-69 years. This equation was also the most applicable for subsequent age groups, although there was a loss of precision with increasing age. As a result, the use of these equations in the age groups 70-79 years and 80 years or more is not recommended. None of the methods of estimation evaluated were applicable for institutionalized elderly women or elderly persons aged 70 or more. Following analysis of the means of the estimating equations, it was found that only equations 8 and 10 by Bermúdez and Tucker, 18 by Lera et al., and 23 by Rabito et al. did not exhibit a statistically significant difference between measured and estimated height. Rabito et al. found a statistically significant difference between the observed and estimated height obtained using equation 1 by Chumlea et al. Sampaio et al. [31] found that there was a statistically significant difference of 3.5 cm between the observed and estimated height (35 elderly men and 29 elderly women) obtained using equation 1 by Chumlea et al. Fogal et al. [27] found that the equation of Chumlea et al. [8] was not adequate to estimate the height of the study sample, especially for elderly women. These results corroborate with those of the present study.
Stratified analysis by age group revealed an increase in the mean differences with increasing age. Younger elderly persons had greater mobility and less curvature of the spine [32] , resulting in an easier measurement of the observed height and greater accuracy of the equations in this age group. Therefore, the methods of estimating height for elderly should consider the reduced mobility of the elderly as age increases. An effective estimation method should be applicable to oldest elderly persons, as such methods are especially likely to be applied to this group. It is noteworthy that all the equations where there was no statistically significant difference for the group aged 80 or older were specifically developed for the elderly. Concordance analysis stratified by sex found that equation 10 by Bermúdez and Tucker exhibited greater applicability for men, with a more precise CI. None of the equations were considered applicable for female elderly persons. The use of the equations analyzed to estimate the height of elderly women is therefore not recommended.
Regarding the analysis of concordance by age, it was found that equations 9 and 10 by Bermudez and Tucker were the most applicable for the elderly persons studied. However, none of the methods analyzed could be recommended for assessing the height among those aged 70 years or more.
The results for women and older elderly persons behaved similarly. The RMSE of both strata was greater than for the other groups, and there was a reduction in the coefficients of determination, ICC, and CI precision. This result was explained by the fact that 86% of the elderly persons aged 80 and over were women. As the two groups contained the same individuals, they presented similar results.
The equations by Rabito et al. [15] and Silveira et al. [17] were used in the present study as these articles are based on Brazilian and hospitalized individuals, with the latter being similar to institutionalized elderly. When choosing an estimating equation for a certain individual, considering factors related to both the evaluated and the evaluator is necessary. For the evaluation, sex and age should be considered, while it is necessary that the evaluator is trained in the collection of anthropometric measurements and should possess calibrated equipment for the optimal measurement of the anthropometric site to be measured [19] . One possible limitation of this study was the lack of a gold standard anthropometrist for the calibration of the evaluators. To minimize errors, however, the evaluators were trained and calibrated using TEM. Only those with errors similar to those of an experienced anthropometrist were considered suitable for field work. Another limiting aspect of the study was the difficulty experienced in anthropometric data collection, as the stiffness observed in the elderly resulted in difficulty in half arm spam and demi measurements. Moreover, difficulty was encountered in maintaining the correct position for the time required to perform the measurement in duplicate. To overcome this problem, an assistant supported the arm of the elderly person being assessed, maintaining a 90˚position. While the elderly people with mobility restrictions were frequently not optimally positioned for anthropometric assessment, knee height and ulna length required smaller movements in bed and were therefore easier to apply.
It is recommended, therefore, that estimations of the height of institutionalized elderly persons is performed in accordance with the results observed. When a valid method cannot be used, the use of other nutritional status indicators is recommended, such as perimeters and/or skinfolds, which provide more reliable information than a questionable estimate.
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